In a recent Swedish study, Lewis et 
Methods: We obtained from 12 regional health authorities (RHAs) information on the sex, age, date of birth, and place of birth of first admission psychiatric patients born between 1938 and 1963 in England or Wales, and discharged between 1976 and 1986, who received a diagnosis of schizophrenia (ICD 295) . Similar data on patients with a diagnosis of affective psychosis (ICD 296), personality (ICD 300), or neurotic disorder (ICD 297) were obtained and used as controls for the schizophrenic patients.
To classify the patients according to place of birth, we used data from OPCS to identify 65 districts in England and Wales as "cities". These districts were conurbation areas with high population density throughout the period 1938-63. For calculation of yearly incidence rates, the population denominator data were obtained from the 1981 and 1991 national census data with interpolation. The incidence was standardised by the direct method using the world population as the standard. The 95% confidence intervals were calculated assuming a Poisson distribution. The significance of seasonal variation was analysed by an ordinary X2 test.
Results: The ascertainment probability for the whole study period was 90 05%, ranging from 74 04% to 98-74%. Between 1982 and 1992, the mean, annual, age adjusted incidence rates of IDDM (per 100000) were 7-3 for boys, 8 1 Incidence rates (95% confidence interval(CI)) ( (95% CI) 2-8,5-3 7-3,10-9 9-3,13-4 7-1,9-2 6-8,8-7 for girls, and 7-7 for both sexes. The highest incidence was in the age group 10-14 years. The overall male:female ratio was 0 90 (table) .
There was a year to year fluctuation in both crude incidence and estimated incidence (crude rate/completeness of ascertainment), with two peaks, one in 1985 and the other surrounding the year 1991.
The largest numbers of new cases were identified in the months ofJanuary and September, and the smallest numbers in April, May, and June. The seasonal pattern in the total material was significantly different from a uniform distribution of new cases throughout the year (p<0-01). The mean number of new cases in the winter months, December, January and February, was significantly different from the yearly mean (p<0 05).
Discussion: The IDDM incidence rate of 7.7 per 100000 in Belgrade compares with rates in European countries with low-medium incidence. This rate is comparable to those in France, Hungary, Austria, and northern Italy; is higher than that in Israel; and is lower than rates in Nordic countries, in Denmark, and the United Kingdom.3 In Belgrade, however, the IDDM incidence is higher than that during the years 1989 and 1990 in Bucharest,3 which is on a latitude close to that of Belgrade. It is also higher than the rates in Slovenia and Poland,3 which are further north. There are other examples which are inconsistent with a north to south gradient.3 Taking into account year to year fluctuation and epidemic type variation in IDDM incidence, however, a north to south gradient can not be discussed on the basis of one or two year incidence rates, especially when small variations in latitude and rates of incidence are concerned. The rates in Sardinia and Iceland3 could be regarded as exceptions.
Our data confirm earlier findings that there is often a slight female preponderance in low incidence populations.
A trend ofincreasing incidence for childhood
